ABSTRACT
patients improved after their operations, but four patients were minimally disabled from activities of daily living; six patients experienced shoulder fatigue at work; and four patients had difficulty with sports activities. Overall, 13 of the 14 patients were satisfied with their surgical procedures and their outcomes.
Posterior instability of the glenohumeral joint continues to be one of the most intriguing and confusing pathologic conditions confronting orthopaedic surgeons and sports medicine specialists. The confusion with posterior instability of the glenohumeral joint begins with classifying the instability. Difficulties All patients had pain and instability preoperatively. They were disabled in activities of daily living, often precluding laboring occupational and athletic activities.
Operative Technique
The patient was placed in a lateral decubitus position supported by a bean bag, prepared for surgery, and was draped with the injured arm free. We used a longitudinal incision that began 2 cm medial to the posterolateral corner of the acromion and coursed distally to the posterior axilla (Fig. lA) . The underlying deltoid muscle was then split in line with its fibers in a blunt fashion to reveal the underlying infraspinatus and teres minor muscles (Fig. 1B) . A deltoid muscle retractor was placed over the humeral head and under the acromion. The arm was then placed in neutral rotation (Fig. 1C) and a vertical incision was made through the infraspinatus tendon and the capsule (Figs. 1D and 1E ). The incision was parallel to and at the level of the joint line with the arm in neutral rotation. To avoid an injury to the axillary nerve the teres minor muscle was not violated (Fig. 1F) . With the capsulotomy complete, stay sutures were positioned and the joint was visualized. A humeral head retractor may be placed to subluxate the head for better visualization. The joint was inspected, the retractor removed, and the arm was externally rotated, allowing the lateral stump of the capsule to be sutured into the intact posterior labrum (Fig. 1G) 
RESULTS
The range of motion postoperatively averaged 174° of forward elevation and 69° of external rotation with the arm at the side; the internal rotation was to the thumb level of T-8. Six patients who underwent a posterior reconstruction had undergone a previous anterior procedure. At 
